DEL-P-2507 -525 o

Knsh le

Builfong o at ity

wg;ﬂﬂmﬁ Iwg:;i foundat
rEmoe: g 115896 ] oUr e, a2 |3E
R Snelvensn S ergmae
PATERSSORESIE: (\\NRATEET KUMAR.  ( FATHIL)

=gy W1 A

PRESENT RESIDENCE ADDRESS  #aWrF SWaiid Tl
- E]j’%_ _%Engﬂl’-

“PERMANENT RESIDENCE ADDRESS : ¥ S/8d T

s
- -
L]

=

oo AGUU RGE  (FATULR)

MARRIED (Frts) FuMARRiED (rmiem)

Satteam 1 20,000 (fATHIR)

[Attach Proof of Income]
| F ] T )

M/m

PAN No. T &mm oo
ARE Y0OU AN JNCOME TAX ASSESSEE [Tick whichever is applicabla); Yes [ No
= o9 & 5 € (S 5 W o6 T e e al w /T
FAMILY DETAILS wfiam fasim
5. No, HName of Family Member Age (Years| G-rndar Retation with Applican
wHE Rl e 25 (7)) HETE F T TEy
i FTEODEFLE[—T =] H‘]F—l—{lL L g Tuis g ——
L Gl 8 K V) 2% b 1L r'f]ﬂ_; Ui £
PTH U AR Tl SJSTER
=
BASIS for REEILJESﬂHG ASSISTANCE (Tick whichever is applicabls)
BPL Card EW5 Cariificat Ration Card
{Attach Card Copy] (Ansch Cortificate Cony) m;a_.gﬂ Gapy) Pasi ":'“%f;'
bt flec e i 1o B 7 wW T zqnﬁmm_ ﬂﬁagm
(vE S =] g W e (T T R HE (S R B A W
“pURPGSE" for REQUESTING ASSISTANCE:
Few A fed e fa a agie:
Sr. No Madical H:apm-tsn'Ftn:rlpHu ns Attached
H A0 - s | W w) T i e e
5 g;l {3%%&'-‘”1? - E T I AL T oMY
= s e T - il Y o o T 8 4 ;EFJ—F‘:;’
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES L0
WR a5EvE % T W o T R s e | e o A
51, o, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY TR W= T W AW o mk s
AT

1T




DECLARATION by APPLICANT: ‘ST 1 Shwm T: S
1)1 hiarsby eonfirm that a details in this Form ara True to the bast of my knowledge: Any aise stalement will render my Application & cngaing .

lizble for ejecton/cancellation, : Hanag %
2) I solemnly confirm that assistanca, If neceivad from Koshika Foundation, will be used only for the “purpose’, as stated In this Form, forwhich s, . 0
was requasted by me) =M
3} hareby confim thal | have not & will nat in futurs; avall of relmburesmarnt, (n pars o2 i full, from any other sourcelsmplay srinsurance Eopany of e y
for which this sssistance Is requested. iy o
n'ﬂdwm{ﬁw‘mﬂEﬁwiwm&ﬁm:ﬁmm'ﬁmi.mﬁm@mmmmiﬁﬁﬂm e 4
2} ﬂim‘l}muﬁr'ﬁﬁmwﬂm‘.-ﬂﬁﬁﬂﬂ'i.ﬂmmﬁmﬁﬁﬂwmmﬁwmﬂwwm
ﬂﬂaﬁ{m(fﬂifﬂﬂ'wﬂﬂlmiﬁﬁi.mﬁ L e b 1 mﬂWmmﬂf?imi T e g G

AGREEMENT by APPLICANT (sawh HI i)

1) By affsing my-signature oclhumbimpression:on 1his-Form, | [Apphicant] bereby agres & authorise Moshika Foundationand it s Trm
uselpublsh/put-uplrepreduce my name, address, phota & details of the-“purpose”, for which such assistance is requested/granled, hooligh any
meedium, including but vat limited to verbal, print, electonic, for saliciting donalions for Koshika Foundation and/or disseminaling infommation ahoy| it
gctivilies!achievements Such use of my photo & detade can bi mads by Koshika Foundation balore or sfter my treatment or fulfilman: of phe folrposat
for which assislance |= belng reguested.
24 (Apphicant) furlher agree (bat any stch uss-of my name, address, photo & details of the “purpose’, forwhich such assistance is requestadiaraniey.
will notawomatically entids me for receiving or continuing he said assistance. The decision for granting andior continiing the ssislance will st solely
with the Trustees ol Koshika Foundalion, and fheir decision is this regard will ba final and accaptable fo fme.
|} TE I TS R A STE R W A, 8 (S S e 5 e s il waie S 6 e s st w f i i
o, St T §R WA W0 #, T e e =, e g a2 % e w e ae
A weer T S T ST 81 H vy W fr St T vl o A e § i e il i 1
1) & (sTw) 8 W A e § B b o, g s et e s S g | widn # T S BT W RS N ) 9 ey
G e TR e 0 B

£ JTa,Ec.-I,I

APFLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
T W e W A &

S g

AGREEHEHT by HOSPITAL (7= & i)

By affiging hareunder, signature-of our Authonsed Signatons for recommanding s caselpatienl o financial assislance from Koshika Foundation, we
{Hospital} hersby affinmn & accepl fodowing:

1) 1hat we naither are presently nor will in futire avall of Fnancil asssiande (rom another NGCuor any oifiersoures, for the same pallentioase, as we e
raguasting o gt from Koshika Foundation, to the exient thabsuch assigiance is granled by Koshika Foundation, [Fihe requested assistance is nol geanted
by Keshika Foundation, in part or in full fhen the Haspiial reserves it's Aght o make L the shorfall frorm-anather NGO or any other source. This
confirmalion essentially states that ihe Hospitak will rot avall any duplicate assistance for the same patienticase from any other NGOG of any other solrce
21 The atsistanca Irom Koshika Foundation is only financial innature: The choica of \he ireatmentiprocedurs advisadiconducied by tha Haspital on the
patlent, & based oo the arrangement belween the patient & 1he Hospltal-and s in nooway influenced by Koshike Faundaton, Hence the Hos pial will
assUme-sale & complala respons bifity of tha treatment & #'s outcome & safety eftne patient, and Koshika Foundation will-have no role or respansiblity
In ine matter

T SR, G R R e i w3 T e w feie s, T (e S W e e f

1) T [ 3w e A o i Taf wEme e ST W w R ww Tt o w0 w ol o A e i g
# famfivfnefe S e 1 S R B HEE R TR win e uaa g e s s g e A e e R s
ot &= o e et s e A e A S i T b i e e e T s e w R e
Y, el we W T s ane e e

3, IR A W M) T Her S TR wee W ) O T L S W T T i e i e

G RN T e e o R N e SRR = e e 1 I8 AL AN AT T e 8 8 e 1 P L Lt e

Ll S 1 Gl R B R e e e SRR \u
W
Dr, GHHAYI GIFFSIMENDES FOR ACRERTENCE Dr. SINA DAS
Adisnot Fonadin a1 e weE [ aciat
Date of Surgery feiloplasty-and Deulzr Dneology Services Delioplashy ond Deular aneciogy garvless
ST 1A Regd Na 100705 = Direnter, Medicnt Edunatien Department
Or, Shigh's &l skl {0 No, 00291 :
2 \l 2 \I 52l o ke ‘@ [Mame, Designation & Stamp pl;ﬂpﬁ@qw,ﬁgnatury
2515 (Name of Dr. & Regn. No. with Stamp / an behalf of Hospital)
B W AW A R a4 A, e T q 9 we e S

FOR INTERNAL USE of KOSHIKA FOUNDATION &t 37 77

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
=] T SH R 2

171712025



Wl
M
)

w1
L
= :'-.‘;"ll Dr. Shroff's Charity Eye Hospital

::'.;-;:}'I({g;s: Canng for the communtly since 1522,

31% March 2026

Dear Mr. Tandon

Greetings from Dr, ShrofPs Charity Eve Hospital!

Drsheal s Charl by |_',..- #l
Dalhl s Mo MABK Acer

se find beloy imate: : : ar- BI0326/0475
Please find below attached estimate expenditure of Mast Shrivansh kumar Ef326:4147
— ]
Estimate cost of treatment.
Dr. Shroff's Charity Eye Hospital
Retinoblasioma Surgerias
Name Mast Shriyansh kiumar Address! \illage bar yarpur. Sitamarhi, Bihar
' ' 843302
Fhonea: |
DEL-P-25-07-5250 s
i AgelSex 4 years ale
S Mo, | Treatment tems Cost per No. of unit Aprox. Cost
EN Unit
R Chematherapy 1500 2500
Total ] i
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Best Repards
Dr, Sima Das

Dircctir

Oculuplasty and Oculur Oneology Sery ices

DR. SHROFF'S CHARITY EYE HOSPITAL
5027, Kedar MNath Road Daryagan|, iMew Delhi-110002 India
Phi- 011-4352:4444 4352 BRAA, Fax | 011-43528816
E-mall : sceh@sceh.net, Websile ! www.sceh net
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